tional and 2 earlier CQsarean sections the perinatal mortality could have been reduced to 31 per 1,000, which would have compared very favourably with the 1963 figure of 38.
A comparison of this short series of cases treated conservatively with a similar group managed much more actively raises the question as to just where the optimum rates of interference lie. There is little doubt that a substantial improvement in the perinatal figures would have followed a very modest move from rigid conservatism, especially in the management ofmothers delivered after the forty-second week. The lessons and achievements of conservatism should not be forgotten when attempting to define with greater precision the indications for induction of labour and the necessity to expedite delivery in labour. Professor Gordon Lennon (Southmead Hospital, Bristol) No induction of labour is done without what in my opinion appears to be a good reason. The reasons arise mostly from the various causes of placental insufficiency. These are: pre-eclampsia, hypertension, renal disease, postmaturity, diabetes, threatened miscarriage, ante-partum hemorrhage and the second twin. Cephalopelvic disproportion may or may not be associated with placental insufficiency but even when it is not it constitutes in itself a reason. Remaining indications are rhesus iso-immunization and intrauterine death of the feetus. The commonest reason is pre-eclampsia and I have already described my criteria for interference (Lennon 1957) . The most controversial reason is postmaturity in which I have believed for some long time and I have seen no reason to alter my opinion over the years.
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Those who do not believe in intra-uterine lack of well-being on the part of the foetus towards term or after it will, of course, not rupture the membranes and will not find meconium staining of the liquor. Indeed, by induction of labour we set up for ourselves a worry and a clinical difficulty that does not exist for those who do not rupture the membranes until the dark liquor is seen through the bulging membranes at the introitus. They, of course, may get a live baby just as I do by induction of labour but they are not concerned that there might have been already some slight damage to the foetal brain, which may later prevent that child passing the 1 1-plus examination: that this may be more important than previously thought is not unknown to the television viewer and is a challenge of proof to our p,Tdiatric colleagues.
The following findings, however, may be relevant in this context:
For two five-year periods in Bristol, 1943-8 and 1948-53, the cerebral palsy rate per 1,000 live births was the same, 2 5. In the five-year period 1953-8 the incidence fell to 16, and since 1958 has again fallen to 0 9. These figures have been statistically analysed. Analysis shows that the declining incidence of all types of cerebral palsy in Bristol is highly significant (Woods 1963 ).
These figures have been statistically analysed by Miss E H L Duncan. The analysis shows that the declining incidence of all types of cerebral palsy in Bristol is highly significant (Woods 1963) . I would draw attention to the year 1953. This is precisely the year when we changed to a very much raised induction-rate policy, particularly in pre-eclampsia and postmaturity. Other and many factors must be involved in this improvement but I feel that the advantages gained by inducing labourearlier management or avoidance of placental insufficiency, better uterine action resulting in quicker labours, fewer traumatic and difficult deliveries (Bainbridge et al. 1958 ) -must have played a part.
In a recent publication on indications for the induction of labour (Donald 1961) I read: 'A study of the last analysed nine months' cases shows that induction was performed in no less than 20 per cent of cases which is higher than most other people's figures, but it should be pointed out that, so far as possible, normal cases are filtered off. No less than 15-5 per cent of all those induced ultimately required delivery by Cwsarean section as against an incidence of 10 per cent of CQsarean section in the hospital as a whole.' I have, therefore, investigated my figures for Caesarean section (and oxytocin drip) for the past five years (Table 1) .
One of my colleagues was so appalled at my 38% incidence that he went and found out his figures; his were 40 %. (Most of my normal cases are ifitered off.) The CQsarean section rate in 1963 is 3-3 % with an incidence of oxytocin drip in 30-46 % of cases. The Qesarean section rate in drip cases was 0-5 %. Mr Theobald accuses me of the use of a pharmacological drip as opposed to his physiological drip but I get better results as regards labour with my higher dosage (Theobald 1959) . I did try his dosage for a spell and gave it up. I have seen no complications of a serious nature with the hospital use of the pharmacological drip. One exception is the grand multipara: in her case the drip may cause such good uterine action towards the end of the first stage that there is no intermission for the baby, so that in these cases one has to be careful to cut down the drip to a much lower level. The following points with regard to the use of the drip are important:
(1) If the indication for induction of labour is present and real, the state of the cervix will only interfere with the method employed. In an earlygestation pre-eclamptic it may be necessary to empty the uterus immrrediately by hysterotomy or CQsarean section or, if there is more time, to attempt to open up the cervix by preliminary drip therapy prior to rupture of the forewaters.
(2) Where the cervix is long but permits rupture of the forewaters time must be allowed for the taking-up of the cervix, hence my delay of drip therapy for twenty-four hours in cases of preeclampsia and of forty-eight hours in cases of postmaturity.
(3) It should be remembered that, induction of labour apart, some women never go into labour or, if they do, only unsatisfactorily and then CQsarean section is necessary. So there is a failure rate even when left to their own state. Persistence with drip therapy, therefore, in induced cases when there is little or no response should be looked at from this point of view.
In the light of our experience should we not now regard spontaneous early rupture of the membranes as an attempt on the part of Nature to initiate a better and quicker labour ? Two fundamental researches must be undertaken: (1) To determine an easy and quick method of estimating placental sufficiency. In Bristol over the past few years we have explored vaginal cytology in this connexion but by the time changes occur the baby may already have perished. We have found some help from aestriol estimations in the urine but they are difficult and time consuming. In one case where twenty-fourhour urine specimens were being collected for cestriol estimations we realized (after delivery) that a good indicator had been the fall in the amounts of urine passed over three successive days. Further investigation of this may reveal an easier assessment than complicated biochemical tests.
(2) To determine an easy and certain method, preferably medical, for induction of labour at all stages of gestation. Release of the progesterone block of Csapo (1961) by some means may provide the answer. And then release of liquor will be debated for other reasons.
Miss Josephine Barnes' (Charing Cross Hospital, London)
Results from the Perinatal
Mortality Survey of 1958
The Perinatal Mortality Survey of 1958 was carried out by the National Birthday Trust Fund. The Survey was directed by Dr Neville Butler, and the first report was published by Dr Butler and Professor Bonham in 1963.
The results given here are based on the main Survey week which was March 3-9, 1958. A questionnaire was completed by the midwife 'Chairman of Steering Committee, Perinatal Mortality Survey
